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Objective: We present our experience with surgery of parasagittal and falcine meningiomas
invading the superior sagittal sinus with special consideration of the surgical complications
and the incidence of tumour recurrence.
Materials and methods: The analysis included 37 patients with parasagittal and falcine
meningiomas invading the superior sagittal sinus. In 13 cases, the sinus was ligated and
resected with tumour. In 14 cases, the sinus was entered with the goal of tumour resection
and the sinus was reconstructed, while in 10 patients the sinus was not entered and the
remaining residual tumour was observed for growth.
Results: Out of 13 patients after radical resection of the tumour and invaded part of sinus, 9
revealed haemodynamic complications: venous infarction (4), signiﬁcant brain oedema
(3) and hypoperfusion syndrome (2). 2 out of 14 patients after resection of the tumour from
the lumen of the superior sagittal sinus with subsequent sinus repair developed venous
infarction after surgery. Among 27 patients after radical tumour excision the remote follow-
up revealed recurrence in 2 patients. There were no signiﬁcant haemodynamic complica-
tions in none of 10 cases, in which the residual tumour was left after surgery in the superior
sagittal sinus. In this group, 3 cases were subjected to early post-operative radiotherapy and
local recurrence was observed in 4 patients.
Conclusions: The aggressive surgical treatment of meningiomas inﬁltrating the superior
sagittal sinus is associated with a high surgical risk. The incidence of recurrence of these
tumours increases signiﬁcantly in the case of non-radical excision of the tumour.
# 2014 Polish Neurological Society. Published by Elsevier Urban & Partner Sp. z o.o. All
rights reserved.
Available online at www.sciencedirect.com
ScienceDirect
journal homepage: http://www.elsevier.com/locate/pjnns1. Introduction
Meningiomas are usually benign, slow-growing and macro-
scopically well-circumscribed tumours. Parasagittal and* Corresponding author at: Department of Neurosurgery, Banacha 1a, 
E-mail address: arkady.n@wp.pl (A. Nowak).
http://dx.doi.org/10.1016/j.pjnns.2014.05.003
0028-3843/# 2014 Polish Neurological Society. Published by Elsevier Ufalcine meningiomas are the second most common group
of intracranial meningiomas and a frequent subject of the
neurosurgical practice [1–3]. The most important feature of
these meningiomas is their location in the immediate vicinity
of the superior sagittal sinus and the presence of largeWarsaw, Poland. Tel.: +48 606 787 433; fax: +48 225991574.
rban & Partner Sp. z o.o. All rights reserved.
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tumours [1,3–5]. The inﬁltration of the superior sagittal sinus
and the large veins draining the cerebral hemispheres and
directing the blood into the superior sagittal sinus impede the
safe and complete removal of the tumour. The high risk of
damage to the cerebral venous system, when making an
attempt to perform radical resection, results in the high
percentage of cases of incomplete removal of the tumour and
consequently, in some studies this group of meningiomas is
described as the one having the highest percentage of tumour
re-growth [6,7]. On the other hand, the attempt of radical
resection of the tumour increases the risk of damage to the
cerebral venous system and severe neurological complica-
tions [2]. The optimal surgical strategy in the treatment of
meningiomas invading the superior sagittal sinus is still the
subject of debate.
The aim of the study is to retrospectively evaluate the
results of the treatment of parasagittal and falcine meningio-
mas invading the superior sagittal sinus with particular
emphasis on the surgical complications and the risk of tumour
recurrence, depending on the adopted management.
2. Material and methods
In the years 1991–2010, at our centre, 152 patients with a
diagnosis of parasagittal and falcine meningiomas under-
went surgery. 37 cases were diagnosed with the tumour
invading the superior sagittal sinus and the above patients
were analysed. The diagnosis of meningioma was based on
the result of the histopathological examination. Table 1
shows the characteristics of meningiomas in the study
group.Table 1 – Location of tumours, tumour size, type of sinus
invasion and tumour histology.
Parameter No. of patients
(%)
Location of tumours Parasagittal 29 (78)
Falcine 8 (22)
Location of tumours
according to portion
of sinus invaded
Anterior 11 (30)
Middle 21 (57)
Posterior 5 (13)
Tumour size <3 cm 4 (11)
3–5 cm 23 (62)
>5 cm 10 (27)
Type of sinus invasion
according to Sindou
and Alwernia
classiﬁcation scheme
Type II 11 (30)
Type III 11 (30)
Type IV 6 (16)
Type V 3 (8)
Type VI 6 (16)
Tumour histology Meningioma,
WHO Grade I
33 (89)
Meningioma,
WHO Grade II
3 (8)
Meningioma,
WHO Grade III
1 (3)The characteristics of the tumour growth were based
on the analysis of the pre-operative brain magnetic reso-
nance imaging (MRI) and the intraoperative ﬁndings. There
were 29 parasagittal meningiomas and 8 patients had falcine
meningioma with bilateral growth overgrowing both blades
of the falx; 21 meningiomas were located in the middle part
of the superior sagittal sinus. The radiological diagnostics in
all cases included MRI. Digital subtraction angiography (DSA)
and magnetic resonance angiography (MRA) were performed
in order to evaluate the patency of the superior sagittal sinus
(DSA in 31 patients, MRA in 6 patients). The results of DSA
and MRA in 9 cases showed occlusion of the superior sagittal
sinus and in 28 patients the sagittal sinus was patent in
varying degrees. A degree of the superior sagittal sinus
invasion was evaluated according to the Sindou and
Alwernia classiﬁcation scheme [8] based on the brain MRI,
the vascular examinations (DSA and MRA) and the intra-
operative ﬁndings.
Table 2 presents the patient characteristics. The patient age
ranged from 19 to 73 years (mean 47 years). The study group
consisted of 27 women and 10 men. Epileptic seizures and limb
paresis were usually the ﬁrst symptoms of the disease.
The management depended on the preference of a surgeon.
13 patients underwent resection of the superior sagittal sinus
together with the tumour: the superior sagittal sinus was
ligated at the proximal and distal ends of the involved sinus
and then cut. In seven of above cases the ﬂow through
the superior sagittal sinus was still preserved, in 6 patients the
superior sagittal sinus was completely obliterated by the
tumour. In 14 cases, meningioma was excised from the lumen
of the superior sagittal sinus with subsequent sinus recon-
struction. In 10 patients, the part of the tumour was left in the
invaded superior sagittal sinus.
The scope of resection was evaluated based on the
intraoperative observation and the result of brain MRI
imaging (made 3 months after the operation). The condition
of the patients was assessed at discharge from the clinic and
during the long-term follow-up (conducted in the hospital or
outpatient clinic) based on the neurological examination and
the MRI imaging studies. The postoperative outcome was
analysed using the Karnofsky Performance Status (KPS) to
measure the degree of disability [9]. The postoperativeTable 2 – Demographic data and first signs of tumour in
studied patients.
Parameter No. of patients
(%)
Age <40 8 (22)
40–65 26 (70)
>65 3 (8)
Sex Women 27 (73)
Men 10 (27)
First sign Headache 3 (8)
Limb weakness 11 (30)
Epileptic seizures 14 (38)
Visual disturbance 6 (16)
Cognitive disturbance 3 (8)
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7.3 years), with the follow-up data obtained in 33 out of 34
discharged patients (97%).
3. Results
3.1. Intraoperative and immediate perioperative
complications depending on the extent of resection of
the tumour invading the superior sagittal sinus are
shown in Table 3
The haemodynamic complications most often occurred in
the cases of resection including the part of the invaded
superior sagittal sinus, although in most cases, the cutting of
the fragment of the superior sagittal sinus was performed
within 1/3 anterior part of the sinus. Four patients had
postoperative cerebral infarction with a venous origin, three
manifested extensive brain swelling, and two patients
developed postoperative intracranial hypotension (the hypo-
perfusion syndrome). Of the four patients with cerebral
venous infarction two patients died (in these patients
invaded but still patent 1/3 anterior portion of the sinus
was resected without venous ﬂow reconstruction), and one
had serious permanent neurological deterioration. In one of
three patients with brain swelling (in this case the tumour
had been removed through resection of completely obliter-
ated middle portion of the superior sagittal sinus) the patient
was discharged with severe neurological deﬁcit. All of the
patients with intracranial hypotension syndrome recovered
with a few days of intravenous ﬂuid therapy and patients
positioning ‘‘ﬂat’’ use.
When the superior sagittal sinus was entered during
tumour resection and subsequently reconstructed two
patients developed postoperative venous infarction, one
intraoperative air embolism (following which the patient died)
and in three cases there were focal neurological deﬁcits
resulting from the surgical manipulations around the motor
strip. The highest risk of the treatment was associated with the
operation of meningiomas located in the middle 1/3 portion of
the sinus.
The occurrence of venous infarction caused neurologic
deterioration, in both cases: one patient had transient
neurological deterioration and a slight permanent postop-
erative neurological deﬁcit, while the other was discharged
with deep hemiparesis. Of three patients with postoperative
focal deﬁcits associated with the surgical manipulation
around the motor strip, one patient suffered from perma-
nent slight paralysis of the distal part of the lower limb, but
the patient moves smoothly and is independent. The cases
of focal deﬁcits related to the surgical manipulation around
the motor strip and the cases of deﬁcits resulting from the
cerebral haemodynamic disorders after surgery were differ-
entiated on the basis of the postoperative brain CT images
and the clinical outcome observed in the postoperative
period.
In the cases of tumour resection leaving tumour invasion
in the superior sagittal sinus, 2 patients manifested
transient postoperative hemiparesis associated with the
operation in the vicinity of the motor cortex. Apart fromthat, the other patients had the uneventful postoperative
course.
3.2. Results stratiﬁed according to the extent of resection of
the tumour invading the superior sagittal sinus are shown in
Table 4
Among 13 patients with the tumour removed through
complete resection of invaded superior sagittal sinus unsatis-
factory results (KPS score < 70) were achieved in nearly 1/3 of
patients, mortality was 15%, and very good outcome (KPS score
90–100) was found in 40% of patients. Better outcome was seen
in cases of the superior sagittal sinus invasion removed with
subsequent sinus reconstruction (7% mortality, 70% of very
good outcome). All 10 patients when tumour invading the
sinus was left in place had KPS scores of at least 80.
3.3. Postoperative radiotherapy.
In cases of radical tumour resection postoperative radiothera-
py we used to apply due to the presence of atypical or
anaplastic meningioma, and in cases of the tumour invasion of
the cranial vault bones (Table 5). In the cases of tumour
resection together with a part of the inﬁltrated superior
sagittal sinus, in two patients postoperative conformal
radiotherapy was applied. In one case, the histopathological
examination revealed the presence of atypical meningioma,
while in the second patient radiotherapy was used because the
tumour inﬁltrated the cranial vault bones, in spite of
displaying the mild histopathological image (meningioma
meningotheliale).
In the group of patients who underwent the removal of the
tumour from the superior sagittal sinus, in one case
postoperative conformal radiation therapy was applied be-
cause of the diagnosis of anaplastic meningioma.
After resection of the tumour, which left meningioma
invasion in the superior sagittal sinus, postoperative confor-
mal radiotherapy was applied in 2 cases due to the presence of
atypical meningioma and in 1 patient because of benign
meningioma with the invasive growth. The other 7 patients
were observed using serial MRI imaging.
3.4. Recurrence rate
Tumour recurrence was noted in 6 patients (Table 5). Median
time to recurrence was 3.8 years. The re-growth of the tumour
on the verge of the already resected superior sagittal sinus was
observed in one patient. In the case of anaplastic meningioma
removed from the superior sagittal sinus, in spite of the use of
early post-operative radiotherapy, there was the further
tumour growth and after a year the patient died. In the group
of patients who had meningioma inﬁltration left in the superior
sagittal sinus in four cases the tumour progressed. Among 6
patients who had been treated with postoperative radiotherapy
further one atypical and one anaplastic meningioma recurred.
Of the 6 patients with tumour recurrence 4 had undergone
surgery followed by radiotherapy. Due to the severe deteriora-
tion of the general and neurological condition two patients
were not eligible for the further treatment. In the follow-up four
patients died because of further tumour progression.
Table 3 – Incidence of operative complications according to the type of sinus invasion and the surgical strategy used.
Extent of tumour
resection
Location of tumour
along sinus
Type of sinus
invasiona
Haemodynamic complications Intraoperative
air embolism
Surgical
manipulation
deﬁcitPatent
sinus
Complete
sinus occlusion
Venous
infarction
Brain
oedema
Hypoperfusion
syndrome
Intracranial
haematoma
Tumour resection including
the part of invaded sinus
(13 patients)
Anterior 7 (Type III) – 6
(Type IV) – 1
– 2 1 1 – – –
– 2 (Type VI) 1 1 – – – –
Middle – 2 (Type V) 1 1 – – – –
Posterior – 2 (Type V) – 1
(Type VI) – 1
– – 1 – – –
Tumour resection with
subsequent sinus
reconstruction
(14 patients)
Anterior 2 (Type II) – 1
(Type III) – 1
– – – – 1 – –
Middle 10 (Type II) – 8
(Type III) – 2
– 2 – – - 1 3
Posterior 2 (II) – – – – – – –
Tumour invasion left in
sinus(10 patients)
Anterior - – – – – – – –
Middle 6 (Type III) – 1
(Type IV) – 5
– – – – – – 2
– 2 (Type VI) – – – – – –
Posterior – 1 (Type VI) – – – – – –
1 (Type III) – – – – – – –
a According to Sindou and Alwernia classification.
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Table 4 – Postoperative KPSa scores according to the surgical strategy used.
Extent of tumour
resection
Location of
tumour according to
portion of sinus involved
Outcome (according to KPS scale)
90–100 80 40–70 0
Tumour resection including
the part of invaded sinus
(13 patients)
Anterior 5 2 – 2
Middle – – 2 –
Posterior 1 1 – –
Tumour resection with
subsequent sinus
reconstruction (14 patients)
Anterior 2 – – –
Middle 6 2 1 1
Posterior 2 – – –
Tumour invasion left in
sinus (10 patients)
Anterior – – – –
Middle 6 2 – –
Posterior 2 - – –
a KPS = Karnofsky Performance Status.
Table 5 – Radiotherapy efficacy.
Extent of tumour resection Postoperative radiotherapy Recurrence
Tumour resection including
the part of invaded sinus
(13 patients)
1 Meningioma WHO Grade II 1 Meningioma WHO Grade I with no
postoperative radiotherapy
1 Meningioma WHO Grade I
with invasive growth
Tumour resection with
subsequent sinus
reconstruction (14 patients)
1 Meningioma WHO Grade III 1 Meningioma WHO Grade III after
postoperative radiotherapy
Tumour invasion left in
sinus (10 patients)
2 Meningioma WHO Grade II 1 Meningioma WHO Grade II after
postoperative radiotherapy
1 Meningioma WHO Grade I
with invasive growth
3 Meningioma WHO Grade I with no
postoperative radiotherapy
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The surgical treatment of parasagittal and falcine meningio-
mas is associated with the risk of cerebral haemodynamic
complications. The tendency of meningiomas of this location
to invade the superior sagittal sinus and encase or adhere to
the large veins signiﬁcantly hinders the ability to safely and
completely removes the tumour. The risk of damage to the
cerebral venous circulation system during the attempt of
radical resection causes that meningioma invasion of the
superior sagittal sinus is considered by some authors as a
contraindication to the complete removal of the tumour [4,10].
Hence, in some studies, this group has the highest recurrence
rate among all meningiomas [6,7]. On the other hand, the
attempts of radical resection of the tumour performed in order
to reduce the risk of recurrence have the increased risk of
damage to the cerebral venous system and a consequence of
severe neurological complications and the patient's death due
to cerebral venous infarction [2]. This makes it necessary to
develop tactics for the surgical treatment of parasagittal and
falcine meningiomas invading the superior sagittal sinus,
which would eliminate the clinical signs of the disease and in
the best possible manner control the growth of the tumour and
prevent deterioration of the patient's neurological status after
the treatment. The main issues in the parasagittal and falcinemeningioma surgery are the consequences of damage to the
venous circulation within the superior sagittal sinus and its
inﬂows. The bridging veins entering the superior sagittal sinus
may be damaged when the associated tumour (encasing or
closely adjacent) is removed. Sacriﬁce of a bridging vein
promotes thrombosis within the injured vessel by causing
focal venous engorgement and decreased vascular ﬂow that
encourages venous stasis [11,12]. The involvement of the large
draining veins in thrombosis causes congestion of the brain
and the development of venous infarction. Damage to the
bridging veins could also promote venous sinus thrombosis,
especially in the 1/3 frontal area of the superior sagittal sinus.
Thrombosis occurs when the blood ﬂow into the superior
sagittal sinus decreases, because apart from the damaged
bridging vein, there are no other large draining veins in this
region of the superior sagittal sinus [13]. The ease of forming
venous thrombosis in patients with intracranial meningiomas
also arises from their ability to secrete tissue thromboplastin
and its clinical consequences [14]. Another important issue is
the role of venous collateral circulation under the circum-
stances of the superior sagittal sinus obliterated by the tumour
[15]. When meningiomas invade the superior sagittal sinus
which is still patent the collateral circulation is gradually
formed. When the patency of the sinus is still preserved,
collateral circulation may be inefﬁcient and the closing of the
sinus may lead to venous infarction. It is necessary to perform
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digital subtraction angiography (DSA). The following features
prove the existence of collateral circulation: (1) nonvisualiza-
tion of a segment of the superior sagittal sinus, (2) the cortical
veins do not reach the superior sagittal sinus, (3) delayed
emptying of veins in the region of obstruction, (4) the reversal
of the blood ﬂow in the collateral veins connecting the sinus
with the other venous outﬂow channels [16]. The collateral
venous circulation includes: (1) anastomoses between cortical
veins and deep ventricular and cisternal veins, (2) end-to-end
anastomoses of superﬁcial cortical veins, (3) anastomoses
with meningeal veins, (4) anastomoses with scalp veins
[17,18].
The main aim of the treatment of parasagittal and falcine
meningiomas is the control of the tumour growth with
maintaining the good neurological condition. On the one
hand, the therapeutic strategy can be based on the pursuit of
radical tumour resection with reconstruction of the superior
sagittal sinus and its inﬂows [4]. Using such management
Sindou [8] reported the recurrence rate of only 4% (half of the
cases were meningiomas of a higher grade), 3% mortality and
8% of the signiﬁcant permanent neurological deterioration. A
second strategy consists of partial resection while awaiting for
sinus occlusion by residual tumour and promotion the
development of collateral venous outﬂow [19]. However, the
adoption of this method of treatment may be misleading as to
secure the control of the tumour growth, which can progress
along the course of the sinus and thus preserve its patency for
a long time. Also, the complete occlusion of the superior
sagittal sinus does not ensure the safety of tumour resection. It
is assumed that gradual sinus obliteration secondary to
tumour growth leads to the development of venous collateral
circulation [18,20,21] and therefore the resection of the tumour
obstructing the superior sagittal sinus is safe and does not
require reconstruction of the sinus. However, the failure of the
collateral circulation may be difﬁcult to avoid, because it is
formed in the dura matter at the planned opening surgical
sites [20]. Based on the analysis of the material coming from
100 patients with meningiomas invading the major venous
sinuses, Sindou [8] reports that all deaths and 5 out of 8 cases
of the severe neurological complications occurred after
resection of the tumour inﬁltrating the superior sagittal sinus
without reconstruction of the venous system. The complica-
tions included swelling of the brain and the symptoms of
venous infarction.
Our experience indicates that the aggressive treatment of the
tumour invading the superior sagittal sinus is associated with a
high risk of serious neurological complications, especially when
the sinus demonstrated patency and was ligated and resected
with tumour. The risk exists despite the use of such a treatment
modality only for meningiomas located within the anterior 1/3
part of the superior sagittal sinus.
In the alternate approach (used by our centre presently) as
much tumour as possible is removed, while major cortical
veins are preserved and tumour remnants that signiﬁcantly
involve the sinus are left. In this approach, the residual tumour
can be treated with radiosurgery to reduce the risk of tumour
recurrence [13]. Sughrue et al. [22] propose that when the sinus
invasion is minor and there is no need for sinus reconstruction
the tumour should be removed using microsurgical dissection,with homeostasis obtained using Gelfoam, ﬁbrin glue and
Weck clips. In cases of more signiﬁcant sinus invasion the
tumour was subtotally resected, the exposed attachments
coagulated, and the remnant tumour left in the sinus for
observation; early postoperative stereotactic radiosurgery was
used only in some cases. There was no difference in rates of
tumour control for patients who received subtotal resection for
a WHO Grade I tumour, followed by close observation,
compared with those undergoing gross-total resection. Using
the above tactics resulted in only one case of venous infarction
and one case of cerebral oedema (out of 135 patients). Many
authors regard as safe and recommend the resection of the
involved portion of the superior sagittal sinus [13,22,23]. In
patients with complete obliteration of the sinus Di Meco et al.
[23] recommend total resection of the portion of sinus involved
and preservation cortical veins that offer important collateral
venous drainage. When there is patency, they perform as
radical resection as possible following by a close observation
and use of early postoperative radiosurgery only in the cases of
meningiomas of a higher grade or the recurrence of the
tumour remnants; also other authors recommend this
approach [13]. However, in the case of the resection of the
superior sagittal sinus obstructed by the tumour, he reported
the cases of brain swelling, but none of them led to the
permanent severe neurological deﬁcits or death. Our observa-
tions conﬁrm the safe postoperative course of the method
based on the leaving of tumour invasion in the superior
sagittal sinus; however, the high recurrence rate of this
procedure inclines us to recommend the use of early
postoperative stereotactic radiosurgery (gamma knife, LINAC).
5. Conclusions
1. The radical resection of parasagittal and falcine meningio-
ma and invaded portion of the sinus poses a high risk of the
haemodynamic complications. At the same time, the risk of
recurrence of the tumour is very low.
2. It seems that the current possibilities of using stereotactic
radiosurgery may help to control the fragment of the
tumour deliberately left in the superior sagittal sinus and
thus reduce the risk of postoperative complications.
Conﬂict of interest
None declared.
Acknowledgement and ﬁnancial support
None declared.
Ethics
The work described in this article has been carried out in
accordance with The Code of Ethics of the World Medical
Association (Declaration of Helsinki) for experiments involving
n e u r o l o g i a i n e u r o c h i r u r g i a p o l s k a 4 8 ( 2 0 1 4 ) 1 7 4 – 1 8 0180humans; EU Directive 2010/63/EU for animal experiments;
Uniform Requirements for manuscripts submitted to Biomedi-
cal journals.
r e f e r e n c e s
[1] Colli BO, Carlotti Jr CG, Assirati Jr JA, Dos Santos MB, Neder
L, Dos Santos AC. Parasagittal meningiomas: follow-up
review. Surg Neurol 2006;66(3 Suppl.):S20–8.
[2] Giombini S, Solero CL, Lasio G, Morello G. Immediate and
late outcome of operations for parasagittal and falx
meningiomas. Report of 342 cases. Surg Neurol 1984;21:
427–35.
[3] Kozlov AV, Gabibov GA, Konovalov AN, Korshunov AG,
Timirgaz VV, Kalinina EE. Optimization of surgical strategy
in parasagittal meningiomas. A 1605-case study. Clin
Neurol Neurosurg 1997;99(Suppl. 1):S6.
[4] Sindou M. Meningiomas invading the sagittal or transverse
sinuses, resection with venous reconstruction. J Clin
Neurosci 2001;8(Suppl. 1):8–11.
[5] Sindou M, Hallacq P, Ojemann RG, Laws Jr ER. Aggressive
vs. conservative treatment of parasagittal meningiomas
involving the superior sagittal sinus. In: Al-Mefty O,
OrigitanoTC, Harkey HL, editors. Controversies in
Neurosurgery. New York: Thieme Medical Publishers; 1996.
p. 80–9.
[6] Mahmood A, Qureshi NH, Malik GM. Intracranial
meningiomas: analysis of recurrence after surgical
treatment. Acta Neurochir (Wien) 1994;126(2–4):53–8.
[7] Chan RC, Thompson GB. Morbidity, mortality, and quality of
life following surgery for intracranial meningiomas. A
retrospective study in 257 cases. J Neurosurg 1984;60(1):52–60.
[8] Sindou MP, Alvernia JE. Results of attempted radical tumor
removal and venous repair in 100 consecutive
meningiomas involving the major dural sinuses. J
Neurosurg 2006;105:514–25.
[9] Karnofsky DA, Abelmann WH, Craver LF. The use of
nitrogen mustards in the palliative treatment of cancer.
Cancer 1948;1:634–56.
[10] Bonnal J, Brotchi J. Surgery of the superior sagittal sinus in
parasagittal meningiomas. J Neurosurg 1978;48(6):935–45.
[11] Fries G, Wallenfang T, Hennen J, Velthaus M, Heimann A,
Schild H, et al. Occlusion of the pig superior sagittal sinus,bridging and cortical veins: multistep evolution of sinus-
vein thrombosis. J Neurosurg 1992;77(1):127–33.
[12] Murata J, Sawamura Y, Saito H, Abe H. Resection of a
recurrent parasagittal meningioma with cortical vein
anastomosis: technical note. Surg Neurol 1997;48(6):592–5.
discussion 595–597.
[13] Raza SM, Gallia GL, Bren H, Weingart JD, Long DM, Olivi A.
Perioperative and long-term outcomes from the
management of parasagittal meningiomas invading the
superior sagittal sinus. Neurosurgery 2010;67:885–93.
[14] Sawaya R, Glas-Greenwalt P. Postoperative venous
thromboembolism and brain tumors. Part II. Hemostatic
proﬁle. J Neurooncol 1992;14(2):127–34.
[15] Schmid-Elsaesser R, Steiger HJ, Yousry T, Seelos KC, Reulen
HJ. Radical resection of meningiomas and arteriovenous
ﬁstulas involving critical dural sinus segments: experience
with intraoperative sinus pressure monitoring and elective
sinus reconstruction in 10 patients. Neurosurgery 1997;41
(5):1016–8. 1005–1016;discussion.
[16] Marc JA, Schechter MM. Cortical venous rerouting in
parasagittal meningiomas. Radiology 1974;112(1):85–92.
[17] Oka K, Rhoton Jr AL, Barry M, Rodriguez R. Microsurgical
anatomy of the superﬁcial veins of the cerebrum.
Neurosurgery 1985;17(5):711–48.
[18] Oka K, Go Y, Kimura H, Tomonaga M. Obstruction of the
superior sagittal sinus caused by parasagittal
meningiomas: the role of collateral venous pathways. J
Neurosurg 1994;81(4):520–4.
[19] Hartmann K, Klug W. Proceedings: recurrence and possible
surgical procedures in meningiomas of the middle and
posterior parts of the superior sagittal sinus. Acta
Neurochir (Wien) 1975;31(3–4):283.
[20] Sindou M, Auque J. The intracranial venous system as a
neurosurgeon's perspective. Adv Tech Stand Neurosurg
2000;26:131–216.
[21] Waga S, Handa H. Scalp veins as collateral pathway with
parasagittal meningiomas occluding the superior sagittal
sinus. Neuroradiology 1976;11:199–204.
[22] Sughrue ME, Rutkowski MJ, Shangari G, Parsa AT, Berger
MS, McDermott MW. Results with judicious modern
neurosurgical management of parasagittal and falcine
meningiomas. J Neurosurg 2011;114:731–7.
[23] DiMeco F, Li K, Casali C, Ciceri E, Giombini S, Filippini G,
et al. Meningiomas invading the superior sagittal sinus:
surgical experience in 108 cases. Neurosurgery 2004;55
(6):1263–74.
